
                                     A l lergy Act ion P lan    (Picture) 
 

  
Student Name: __________________________ D.O.B._________________ Teacher: _______________ 
 
ALLERGY TO: ______________________________________________________________________ 
 
Reaction occurs when Allergen is:    Ingested        Close Proximity         Skin Contact         Sting/Bite       Other: ________ 
            (Circle all that apply) 
 
Asthmatic?   Yes* (Higher risk for severe reaction)    No   

STEP 1 TREATMENT  

SYMPTOMS: GIVE CHECKED MEDICATIONS** 
**(To be determined by physician authorizing treatment) 

If student has been exposed to allergen but no symptoms:  Epinephrine  Antihistamine 
MOUTH: Itching tingling, or swelling of lips, tongue, mouth  Epinephrine  Antihistamine 
SKIN: Hives, itchy rash, swelling of the face or extremities  Epinephrine  Antihistamine 
GUT:  Nausea, abdominal cramps, vomiting, diarrhea  Epinephrine  Antihistamine 
THROAT:  Tightening of throat, hoarseness, hacking cough  Epinephrine  Antihistamine 
LUNG :  Shortness of Breath, repetitive coughing, wheezing  Epinephrine  Antihistamine 
HEART :  Weak or thready pulse, low blood pressure, fainting, pale, 
blueness 

 Epinephrine  Antihistamine 

OTHER :  ________________________________  Epinephrine  Antihistamine 
If reaction is progressing (several of the above areas affected) give:  Epinephrine  Antihistamine 

 Potentially Life threatening.  The severity of symptoms can quickly change 

Dosage:  
Epinephr ine:  inject intramuscularly 
Circle Prescribed Epinephrine:      Ep iPen®    Ep iPen J r .®     Twin ject® 0.3mg      Twin ject® 0.15mg 
 
Ant ih is tamine:   G ive:                                                                                                        .  
 
                                                          (med icat ion/dose/route)  

Other :  G ive:                                                                                                                    .  
                                                                                   (med icat ion/dose/route)  
 
Impor tant :  As thma inha lers  and/or  ant ih is tamines cannot  be  depended on to  rep lace  ep inephr ine  in  anaphy lax is .  

STEP 2 Emergency Ca l ls  
1. Call 911. State that an allergic reaction has been treated and additional epinephrine may be needed. 
2. Dr.________________________________       Phone Number: ________________________ 
3. Parent:_____________________________       Phone Number: __________________________ 
4. Emergency Contacts: 
       Name:______________________________     Phone Number: ____________________________ 
       Name:______________________________     Phone Number: ____________________________ 
 

I f  Parent/Guard ian cannot be reached,  do not  hes i tate to medicate or  take ch i ld  to medica l  fac i l i ty .  
 
Parent/Guard ian S ignature__________________________________  Date:____________          
                                                    (Requ ired) 

Phys ic ian S ignature:_______________________________________  Date:____________ 
                                                                        (Requ ired) 
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